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. STATE OF MISSISSIPPI | £+ DRVIS CH CLERK
~ COUNTY OF DESOTO

29 ma, defle. OV
L_Ruth o), ?00 Lot HerHtan do, WIS 3632

778 Hedy 307 8
hereby appoint Qm\ne .,r‘k‘ 3. ?CBQL , of La& &Jrﬂé,ea.ﬂ{,/f[}, G‘ z- %Z?— 3%6?7)
my attorney in fact for me, and in my name, place and stead, and for my use and benefit, ow’m_‘l- -lf)‘\

to exercise or perform any aci:t, power, duty, right or obligation whatsoever that I now
have, or may hereafter acquife the legal right, power, or capacity to exercis;a or perform,
in connection with, arising Jft"or'n, or relating to any person, item, transaction, thing,
business property, real or pegéona.l property, tangible or infangiblé, rights thc;,reof, or any
matter whatsoever. !

This Durable Poﬁcr Lf Attorney shall not be affected by my disability. The
Power conferred on my atto:jney in fact by this instrument ghall be exercisable from the
date shown hereon, notwithstanding a later disability or incapacity on my part.

All acts done by my attorney in fact pursuant to the power conferred during any
period of my disability or incompetence sﬁall have the same effect and inure to the
benefit of and bind me or my heirs, devisees, and personal representatives, as if I were

competent and not disabled. -

This Durable Power of Attorney executed on this the <*~ day of
%u/qz/;‘f' ,200% . 6 /w_/p—*
0 r U

A &, ?%0 L

. STATE OF MISSISSIPPI

COUNTY OF DESOTO ;-

Pérsonally appeared before me, the undersigned aut}iority in and for the said

county and state, on this the - ﬁ {day of ¢‘1 é¢ 24, ZOaGE , within my

eripass,,  Jurisdiction the within named Ruth by fie ], whoacknowledged
.'ﬁ ? e del SI b'o ! .
R amntteEally \9.’ . .
PAXRCN P N4, that he executed the above and foregoing instrument.

T e | oy
e TR G e
e e TS % : Notary Public
v JAMIEE LT T . . .
% Ny Commission Expires:
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*23637 Miss. Code Ann. § 41-41-209

WEST'S ANNOTATED MISSISSIPPI CODE
TITLE 41. PUBLIC HEALTH |
CHAPTER 41. SURGICAL OR MEDICAL PROCEDURES; CONSENTS
UNIFORM HEALTH-CARE DECISIONS ACT

Curremt through End of 2004 Regular and 15t Ex. Sess.

§ 41-41-209, Advance health-care divective i’eqnirementl

The following form may beused to create an:advance health-care directive. Sections 41-41-201 through 41-41-207 and
41-41-211 through 41-41-229 govem the effect of this or any ofther writing used to.create st advanced health-care directive. An
individual may complete or modify all or any part of the following form: :

ADVANCE HEALTH-CARE DIRECTIVE
Explantion

You have the right to give instrections about your own health care. You also havo the right to name somecns clse 1o make
health-care decisions for you. This form lets you do cither or both of thess things. 1t also lets you express your wishes regarding the
designation of your ptimary physician. If you use this form, you may complete or modify all or any part of it. You aro free touse a
different form. )

Part 1 of this form is a power of attorney for health cerc, Part 1 lets you name another individual as agent to make health-care
decisimsforyouifyuubecomimapableofmnkingywmdwisimwifyouwmtmmelsammnhﬂwaaduﬁsimsforyou
now even though you aro still capable.  You may name an sitemate agent to act for you if your first choice is not willing, able or
reasonably avsilable to malke decisions for you. Unless related to you, your agent may not be an owner, operator, or employee of 2
residential long-term health-care institution at which you are receiving care.

Unloss the form you sign linits the authority of your agent, your agent mey make alk health-cars decisions for you, This form.
has & place for you to limit the sutharity of your agent. You need riot limit the authority of your agent if yon wish to rely on your agent
i-;;;‘llhulth-omdeoisiomﬁmtmhwnobemm I you choose not to Limit the awthority of your agent, your agent will have the
ight to: .

*23638 (a)Cmsanwmﬁméwmmtmmycm,ummmtmviee,mprwedmuwmm&ngmse,m
otherwise affect a physical ar mental condition, ’
(b) Seloct or discharge health-care providers and institutions;

md(o) Approve or disapprove diagnostic tests, surgical procedures, programs of medication, a:mdorderanotto
resuscitate; : : ) : _

(d) Direct the provision, withholding, or withdrawal of artificial nutrition and hydration and all other forms of
health care. ,

Part 2 of this form lets you give specific instructions about any aspect of your health care. Choices aro provided for you to

©® 2004 West, a Thomson business. No claim to original U.S. Govt. works.
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exgmgsyouryvishurcgardin;themvisim, withholding, or withdrawal of treatment to keep you alive, inchuding the provision of
arhﬁmlmmﬁgnandhydrmon,asweﬂasthepmvi;imofpainmﬁot Space is provided for you to add to the choices you have made
ot for you to write out any additionat wishes,

Part 3 of this form lets you designato a physician to have primary responsibility for your health care.

_ After completing this form, sign and date the form at the end and have the form witnsssed by one of the two alternative methods
hstedbelovq. ineaoopyofmesigndmdmphwdfumbmphyﬁdmwmyoﬂummpmﬁdmymmayhm to sny
health-care institution at which you are receiving care, and fo any health-carc agents you have named. You should talk to the person
you have named as agent to make suro that ho or she nnderstands your wishes and is willing to take the responsibility.

Ywhwethoﬁglnmmdkeﬂ:iudvmhedﬂwmdimﬁvbarephoemmumﬁmn
PART1

. POWER OF ATTORNEY FOR HEALTH CARE

(1) DESIGNATION OF AGENT: 1 designate the following individual as my agent to make health-care decisions for me:

(78U e o Vo on00s) 88 A0 Cay v o naat, TN

dd | stat Zp cod :
ﬁér;f) e Q% - (state)  (zip code)
(home phone) {work phone)

OPTIONAL: If1revoke my agent's suthority or if my agent is not willing, able, or reasonably available to make a health-care
decision for me, I designate as my first altcmate agent: -

23639 Jobuw Jes/e Poo/
ST o oo SR D il M 385K,
ad 7 -

drass (city) / (state) (zip code).
2-XFs -b/70
(home phonae) (work phone)

OPTIONAL: IfIrevoke the suthority of my agent and first alternate agent or if neither is willing, able, or reasonably available
MmMahdm-mdeddmfmmIdWiMumy'mmd alternate agent:

I zry Rl Ford .
e e B T e s S6452

state) (zip code)
(ﬂfgﬂt) 9"5'8(;;?' { .) (zip code)
(home phone) (work phone)

(2) AGENT'S AUTHORITY: Myngmtkmﬂhoﬁmdhmﬂmaﬂhcdﬂ:mdwisimfmmc,imludingdeddmbpmvide,
withhold, or withdraw artificial mutrition and hydration, and all other forms of health care to keep me alive, except as 1 state bere:

©® 2004 West, a Thomson business. No claim to original U.5. Govt. works,
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(Add additional sheets if needed.)

(3) WHEN AGENT'S AUTHORITY BECOMES EFFECTIVE: My ageat's authority becomes effective when my pri
physiciandetmincsﬂmtlmmb!owmabmymhoalth-cmdpcisimsmleaslmnrkthcfoﬂowingbmn Iflmnkﬂnsbox%
my agent's authority to make health-care decigions for me takes effect immediately.

{4) AGENT'S OBLIGATION: Mymtuhaﬂmﬂmhedthm&cisimsfmmcinmdmwiﬂ:ﬂﬁspowaofaﬂwmyfor
health care, any instructions I give in Part 2 of this form, and my other wishes to the extent known to my agent. To the extent my
wishesmmmmmmm%mm&mhmﬁmwummdmmmuinmybest
interest. In determining my best interest, my agent shall consider my personal values to the extent known to my agent.

(5) NOMINATION OF GUARDIAN; If a gusrdian of my person noeds to be appointed for me by a court, I nominate the agent
designated in this form. Jf that agent is not willing, able, or reasonably available to act as guardian, I nominate the altetnate agents
whom I have named, in the order designated. : .

| | *23640 PART 2

INSTRUCTIONS FOR HEALTH CARE

Ifyou are satisfied to allow agent to determine what is best for you in making end-of-life decisions, you need not fill out
this part of the orm. 1f you do fill out part of the Torm, you may strike auy WOrGIHE yoW 90 R0t want,

(6) END-OF-LIFE DECISIONS: 1 direct that my heaith-care providers and others involved in my care provide, withhold or
withdraw treatment in accordance with the choice I have marked below:

() Choico Not To Prolong Life

Idonotwmtmylifntobepmlongedif(i)lhawminmablemdi:masibleoondiﬁonthatwiﬂmltinmy
deatbwithmarelaﬁvelyahmtﬁm,(ﬁ)lhecqmeummwimunnd,ﬁoumauonnblzdcg‘eeofmndicaloutainty,Iwillmtmgnh
consciousness, or (iii) the likely risks and burdens of treatment would outweigh the expected benefits, or

(] (b) Choice To Prolong Life
I want my lifo to be prolonged 25 long as possiblo within the limits of generally accspted health-care standards.
(7) ARTIFICIAL NUTRITION ANDI-iYDRATION: Artificial nutrition and hydration must be provided, withhekd or
withdrawn in accordance with the choice 1 have made in paragraph (6) unless I mark the following box. If I mark this box [ ], artificial
nutrition m@hydrnﬁonmtbepmvide&mgudlm:ofmymdiﬁonandmgudlnssofthechoiwlhawmadeinpmgmph(ﬁ).

(8) RELIEF FROM PAIN: Exneptuimhmfoﬂowhgspm,ldhmmumfmmeﬁaﬁmofpﬁnmdmmw
be provided at all times, oven if it hastens my death; . __
]

(9) OTHER WISHES: nymdoﬂagrwwhhmyofﬂ:eopﬁmﬂchoiwﬂbmmdwiﬁhhwrﬂcymmmﬁymwishw
add to the instructions you have given above, you may do so here.) I direct that: ‘

© 2004 West, a Thomson business. No claim to original U.8. Govt. works.
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(A@d additional sheets if needed.)
PART 3
'PRIMARY PHYSICIAN
(OPTIONAL)

(10) I designate the following physician as mypnmary phyuician:
C.'.JLJ..‘ A/c..@w[s : (E;ax\'u,. Qliv\h:.)

I (name of physician -
*23641 /2 ‘TL D-}e'.‘:"{' &?\"\) et H&V‘V\_M\, LO' . W\ 5

G 2y B, Com G ’
{phone)

OPTIONAL: If the physician I have designated above is not willing, able, or reasonably.available to act as my primary
physician, I designate the following physician as my primary physician;

(neme of physician).

(address) (city) _ (state) (zip code)
(phone) ‘ |
(11) EFFECT OF COPY:; A copy of this form has the samo cffect as the original.

(12) SIGNATURES: Sign and form here: %

Sl i

‘(date N YOur name
50 SO g oy SBYUEIS S L
(address) (print your name} -
Ev b S
(city) (state)

(13) WITNESSES: This power-of atborney will not be valid for meking health-care decisions untess it is either (a) signed by two
(2) qualifisd adult witnesses who are personaliy known to you and who are present when you sign or acknowledge your signature; or
(b) acknowledged before a notary public in the state.
- ALTERNATIVE NO. 1
Witness
1 declare under penalty of perjury pursuant to Section 97-9-61, Mississippi Code of 1972, that tho principal is personally known

© 2004 West, a Thomson business. No claim to original U.S. Govt. works.
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to me, that the principal signed or acknowledged this power of attorney in my presence, that the principal appears to be of sound mind
mdmder‘mdmess,ﬁwdorundueinﬂme.thatllmnmﬂwpmmnppdmduagmtbythisdocummt,mdthntlamnotuhealth—
car provider, nor an employee of 4 health-care provider or facility. I am not related to the principal iy blood, marriage or adoption,
and to the best of my knowledge, I em not entitled to any part of the estate of the principal upon the death of the principal under a will
now existing or by operation of law. |

23842 :
(date) (signature of witness)

(address) (printed name of witness)
(city} (stete)

" Witness

1 declare under penalty of perjury pursuant to Section 97-9-61, Mississippi Code of 1972, that the principal is personally known
to me, that the principal signed or acknowledged this power of attorney in my presence, that the principal appears to bo of sound mind
and under 10 duress, frand or unduc influence, that I am not the person appointed as agent by this document, and that I am not a health-
care provider, nor an employes of a health-care provider or facility,

{(date) (signature of witness)
(address) {printed name of witness)
(cty) (state)

ALTERNATIVE NO. 2
State of 42;'4_(/'//:'//“' |
County of ée’/'o o

- éu
‘ cr £ hoe
ontiis__ day of [ Lo s inthoyear 2.8 4F veforoms,” 7777 (inseat numme of notary public)
uppcared/fuﬂ_bm,ykmmwm(mpmdmmmmcbadsofsnﬁsﬁctmywidm)mbeﬂnpmwhowmis
subscribed to this instrement, and acknowledged that he or she exscuted it. I declare under the penalty of perjury that the person whose
name is subscribed to this instrament appears to be of sound mind and under no, dyrets, or undus influence,
o." o"“"?;“:‘:“bsa’tk.o
Notary Seal | SN TR
e : : L
Jree o o sA.,“.‘f“.. Loms
‘ ": JAMEE o -
Signaturo of Notary Public L L e B
¢ it ) " m;r;\ 15. 204 ‘@.
CREDIT®) ™ Ofzc..... .o N
o..ﬁg.to-go..o

Laws 1998, Ch. 342, § 5, off. July 1, 1998,
<General Materials (GM) - References, Annotations, or Tables>
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